A 61-year-old man with a history of stage IV esophageal cancer treated with chemotherapy 2 years prior and a chronic gastric fundus ulceration presented with chest pain and dyspnea. An electrocardiogram demonstrated ST-segment elevations in the inferior leads, and a chest radiograph revealed pneumopericardium ([Fig. 1](#fig1){ref-type="fig"}A). A subsequent esophagram confirmed rapid extravasation of contrast medium into the left lateral pericardium ([Fig. 1](#fig1){ref-type="fig"}B). Esophagoduodenoscopy, with intent of possible closure of the fistula, showed severe esophagitis and a 6 cm × 5 cm mucosal defect with visible pericardium and pulsations of the heart ([Fig. 1](#fig1){ref-type="fig"}C, [Video 1](#appsec1){ref-type="sec"}). Examination of biopsy specimens resulted in no evidence of malignancy and revealed necrosis with pseudohyphae and yeast consistent with an active fungal infection ([Fig. 1](#fig1){ref-type="fig"}D). *Candida glabrata* was isolated from the culture of the tissue and the esophageal brushings. The patient was treated with micafungin for 21 days and underwent a left thoracotomy with oversewing of the perforation. Penetration into the heart is a very rare adverse event of gastric ulcers. The site of cardiac involvement dictates a patient's presentation: pericardial involvement presents as pericarditis and pneumopericardium (as with our patient), ventricular involvement presents as acute hematemesis, and atrial involvement causes systemic embolization of gastric contents. Furthermore, candidal infections are an underrecognized but frequent contributor to ulcer perforation.Figure 1**A**, Radiograph of chest revealing evidence of pneumopericardium. **B**, Result of gastrograffin upper GI study showing the rapid passage of contrast medium from the cardia/proximal fundus into the left lateral aspect of the pericardium (*yellow arrow* in image at upper left). Contrast medium then was observed to fill a 5-cm outpouching in the proximal stomach (*yellow arrows* in the lower and right upper images). **C**, Esophagoduodenoscopic view of the gastropericardial fistula with visible pericardium exposed. **D**, High-power microscopic view of the pericardial biopsy specimens showing pseudohyphae (*red arrows*) and yeast (*red circle*) in a background of necrotic debris and inflammatory cells, with no evidence of malignancy (H&E, orig. mag. ×40).
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Video 1Endoscopic view of the fistula and its subsequent surgical repair.Video Script

Written transcript of the video audio is available online at [www.VideoGIE.org](http://www.VideoGIE.org){#interref0010}.
